schizophrenia are able to participate in medical decision making, the severity of their symptoms may reduce the ability of some patients to understand the information presented during the informed consent process (5, 6) .
Second, both the classical and the newer antipsychotic medications have serious side effects associated with their long-term use (7) . The classical antipsychotic medications have a range of side effects, including prominent EPSEs such as TD, a potentially irreversible movement disorder that affects about 25% of patients (8, 9) . Because of this potentially serious side effect, the APA specifically recommended that information about TD be included in the informed consent process (8) . Even though the newer atypical antipsychotic medications hold the promise of fewer EPSEs and a reduced risk of TD, they have been associated with serious metabolic and cardiac difficulties and significant weight gain (7) . This information should also be shared with patients as part of the informed consent process.
A third issue that adds to the complexity of the informed consent process for antipsychotic medications is psychiatrists' attitudes to the process. Some psychiatrists are concerned about the effect of disclosure on patient compliance and about whether disclosure of TD is in patients' best interest (10, 11) .
Given the importance of informed consent, the complexity of the process with patients suffering from psychosis, and the finding that many patients who have been informed about medication do not always recall having been informed (12) (13) (14) (15) , the APA has recommended that psychiatrists document the informed consent process in the medical record (8) . The APA did not recommend written signed consent forms because their use might introduce an adversarial element to the physician-patient relationship (16) . Others, however, have argued in favour of the merits of signed consent forms (17) .
Relatively few studies exist about psychiatrists' documentation practices and attitudes toward documentation. In US settings where state or hospital guidelines recommend the use of consent forms or checklists to facilitate documentation, documentation rates are 39% (18, 19) . A study of Canadian psychiatrists' chart records found that 23% contained documentation (20) . Most of these psychiatrists thought that the informed consent process should be recorded but felt that written consent forms were not necessary. In another Canadian study on the documentation of EPSEs in the health records of patients treated with antipsychotic medication, most records showed no documentation of TD in the admission, consultation, progress, and discharge notes; consent documentation was not examined (21) .
The present study provides representative data on psychiatrists' behaviour and attitudes regarding documentation of the informed consent process for antipsychotic medication use and the physician characteristics associated with documentation. Some data suggest practice differences between younger and older physicians as well as between male and female physicians (22) . We hypothesized that younger and (or) female physicians would have more favourable documentation practices than would older or male physicians.
Method
In 1996, we surveyed a cross-sectional representative sample of psychiatrists drawn from 1643 psychiatrists licensed to practise medicine in Ontario. We obtained a random sample of 617 psychiatrists, stratified by age (under 40 years or 40 years and older) and sex, from the College of Physicians and Surgeons of Ontario, the provincial medical licensing body. Questionnaires were mailed to 164 men and 146 women aged 40 years and over and to 161 men and 146 women under age 40 years.
The initial mailing was followed by 2 additional mailings to nonrespondents. Nonrespondents received a telephone reminder before the third mailing. Respondents completed the questionnaires anonymously, and a separately returned identification card tracked them. Our hospital's Research Ethics Board approved this study. Consent was implied by return of the completed questionnaire or identification card.
Questionnaire
The self-report questionnaire addressed physicians' disclosure practices regarding the benefits and risks of antipsychotic medication, their documentation behaviour, and their attitudes to informed consent. Individual items were answered according to a 5-point Likert scale.We constructed 2 scales from the questionnaire: the Behaviour Scale and the Antipsychotic Attitude Scale. The Behaviour Scale summarized the information disclosed regarding the benefits and risks of antipsychotic medication and was the sum of the individual items. Two items in the Antipsychotic Attitude Scale examined attitudes toward consent documentation. The questionnaire was a shortened version of one previously studied (20) . 
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Reliability and Validity
Nineteen psychiatrists and family physicians evaluated the questionnaire's face and content validity. We evaluated the questionnaire's (revised) criterion validity by comparing the self-reported responses of 60 psychiatrists and general practitioners with their spontaneous disclosures in a structured interview; we also conducted a chart review to determine documentation practices. Self-reported documentation correlated moderately with chart documentation for competent patients (r = 0.50, n = 54; P < 0.001, 2-tailed). Physicians did not appear to be answering on the basis of socially desirable behaviour; self-reported behaviours did not correlate significantly with Marlowe-Crowne Social Desirability Scale scores (23) . The current questionnaire was shortened for use in a large postal survey.
Test-retest reliability according to the intraclass correlation coefficient was 0.64 for self-reported documentation behaviour in competent patients' charts and 0.59 for self-reported obtaining of written consent from competent patients (n = 32; P < 0.001, 2-tailed).
Data Analysis
We designed our study to detect a difference of 0.67 standard deviation in scores between the study strata, with alpha of 0.01 and 80% power. Differences between strata response rates for items were analyzed with chi-square statistics. We examined potential interactions in response rates across strata with logistic regression analyses. To examine the correlation between different items on the questionnaire, we treated the responses to the Likert-style questions as continuous variables.
To analyze the responses to items on documentation behaviour, we collapsed data into 3 categories (always or almost always, sometimes, and never or almost never); we analyzed the data with ordinal logistic regression analyses. In the final ordinal logistic regression model with documentation behaviour as the outcome variable, we dichotomized the following predictor variables: attitudes to documentation and disclosure of TD.
Results
The psychiatrists' response rate was 72% (n = 427) after we excluded 19 psychiatrists who were ineligible for reasons including retirement, having moved, illness, not being in active practice, or unavailability. The sample's demographic characteristics have been described elsewhere (11) . As reported previously, 77.6% (n = 243) of the sample routinely (that is, always or almost always) disclosed the side effect of TD; 3% (n = 9) reported never or almost never disclosing TD (11) . Table 1 presents stratum-specific responses and reponse rates. For the TD item, younger physicians were more likely to respond than older physicians (÷ 2 = 12.30, df 1, P < 0.001); there was no significant sex effect and no significant interaction between sex and age on response rates.
Among respondents, 62.9% (n = 224) reported routinely (always or almost always) documenting the informed consent process in charts for competent patients; 26.4% (n = 94) reported sometimes documenting consent; and 10.6% (n = 38) reported never or almost never documenting it. For stratumspecific responses and response rates, see Table 1 . Younger psychiatrists were more likely to respond to this item than older psychiatrists (÷ 2 = 4.5, df 1, P = 0.034). There was no sex effect, nor was there any interaction between age and sex on response rates.
Among younger respondents, 73.1% reported routinely documenting consent, compared with 49.3% of older respondents. The cumulative odds of reporting more documentation, compared with reporting less documentation, were statistically greater for younger psychiatrists than for older ones (OR 2.87; 95%CI, 1.85 to 4.45). There was no sex difference in reported documentation odds, nor was there an interaction between sex and age.
According to bivariate analyses, reported documentation correlated with a positive attitude toward consent documentation (r = -0.493, n = 355, P < 0.001), with more self-reported general disclosure (r = 0.321, n = 356, P < 0.001), and with more specific TD disclosure (r = 0.199, n = 310, P < 0.001).
Reported consent documentation did not correlate significantly with reported hours of CME, hours spent reading medical journals, number of patients on antipsychotic medication, reported estimate of the prevalence of TD in patients on antipsychotic medication, or attitudes to signed consent.
In the final ordinal logistic regression model (with documentation behaviour as the outcome and variables correlated with documentation behaviour as potential predictor variables), the cumulative odds of reporting more documentation, compared with less documentation, was associated with age (for younger physicians compared with older ones, OR 3.33; 95%CI, 2.07 to 5.34), mean disclosure score (for every unit increase in mean disclosure, OR 2.17; 95%CI, 1.45 to 3.23), and attitude to documentation of informed consent in the chart (for favouring chart documentation compared with being neutral or disagreeing, OR 5.46; 95%CI, 3.24 to 9.28). There was no significant sex effect on the cumulative OR for reported documentation in the chart, nor was there an interaction between sex and age. After controlling for age and sex, specific TD disclosure was not associated with reporting documentation behaviour.
Most respondents (90.5%, n = 321) never or almost never reported obtaining written consent from competent patients, 4.8% (n = 17) routinely (always or almost always) used written consent forms, and another 4.8% (n = 17) sometimes used written consent forms. (For stratum-specific responses and response rates, see Table 1 .) More younger physicians than older ones responded to this item (÷ 2 = 5.06, df 1, P = 0.025); neither sex nor the interaction between sex and age influenced response rates. The cumulative odds of using written consent, compared with not using it, were not affected by age, sex, or their interaction.
Our analysis of psychiatrists' attitudes toward documentation of the consent process revealed that 77.7% (n = 331) believed the informed consent process should be recorded; 5.4% (n = 23) disagreed. Most respondents (61.2%, n = 259) agreed with the statement that signed consent forms were not necessary, 11.3% (n = 48) disagreed, and 27.4% (n = 116) were neutral. Table 2 shows the stratum-specific responses and response rates. Using ordinal logistic regressions, we observed no evidence that respondents and nonrespondents to the items regarding documentation behaviour and use of written consent forms differed in their attitudes to documentation behaviour or to signed consent forms.
Discussion
At the time of this study, 63% of psychiatrists surveyed reported routinely documenting consent, and 10% reported rarely documenting the consent process. This reported rate of documenting consent is similar to the 64% reported by pediatricians and neurologists (24) . We found that younger physicians were more likely than older physicians to report documenting the consent process and to respond to items on documentation behaviour and TD disclosure. A study of psychiatrists' medical decision-making practices regarding antipsychotic medication use for schizophrenia also observed an age effect, with older physicians being more likely to prescribe classic antipsychotic medications than younger physicians and with sex not influencing behaviour (25) . The current study findings support an effect of age but not of sex on psychiatrists' behaviours. If reported documentation rates overestimate documentation, actual documentation may be even lower than reported here. For example, in an earlier study using the same self-reported questions regarding documentation, the documentation rates (where consent was obtained from the patient) were 32% among physicians reporting they always or almost always documented consent, 28% among those who reported sometimes documenting consent, and 7% among those who reported never or almost never documenting it (20) . Since many patients do not always recall the informed consent process, we remind psychiatrists to document it in the medical record.
Self-reported documentation correlated with a positive attitude to documentation; similar findings exist for informed consent disclosure behaviour and attitudes (11). Self-reported documentation also correlated with more self-reported disclosure about the benefits and risks of antipsychotic medications.
Although specific disclosure about the risk of TD correlated with self-reported documentation in the bivariate analyses, this association did not remain when we undertook multivariate analyses.
We found that neither CME nor reading medical journals correlated with self-reported documentation, in contrast with earlier findings where actual chart documentation correlated significantly with reading medical journals (20) . The finding of no association between documentation and either CME or reading medical journals likely reflects the fact that these activities do not necessarily cover issues related to consent and its documentation.
In terms of how consent should be documented, few respondents in our sample favoured signed consent forms, a finding similar to the APA survey results and to findings in a smaller sample of psychiatrists (16, 20) . Several strategies may facilitate documentation, including checklists, standardized disclosures, structured instruments, computerized reminders, computer templates, and chart reviews (18, (26) (27) (28) (29) .
A simple checklist or standardized patient disclosure form with a section for patient-specific information may assist notation of the information disclosed to patients as part of the consent process (18) . In a US state with guidelines for documenting consent for psychotropic medication, one setting introduced a checklist for use with a narrative comment. Although 88% of the checklists were completed, fewer narratives were recorded, and only 39% were judged acceptable (18) . A structured instrument like the MacArthur Competence Assessment Tool-Treatment may help the consent process and its documentation, assuring that essential elements are covered (26) . Colourful computerized reminders to physicians to complete an assessment for EPSEs and to record informed consent increased consent documentation rates from 38% to 74% over a 15-month period, and to almost 100% after 45 months (27) . Personal digital assistants facilitated documentation in consultation psychiatry (28) ; their use could be expanded to include sections on consent documentation. This feature would remind the clinician to disclose and aid documentation. Reviews of health records by quality improvement teams have improved general health record documentation (29) ; perhaps physicians could periodically review their records.
In summary, our study found differences between younger and older psychiatrists in their response behaviours and reported behaviours, although we found few differences between the sexes. One limitation is that the study relies on self-reported data rather than on actual chart validation. Although the instrument was validated, our pilot study also found that respondents overestimated their documentation behaviour (20) . As such, the reported rates here may overestimate reported documentation behaviour. A second limitation relates to possible response bias linked to the 72% response rate and the observation that younger physicians were more likely to participate in the survey and complete individual items than were older physicians. Although there was no difference in attitudes between responders and nonresponders to documentation behaviour items, the possibility of a response bias may limit the generalizability of the results.
Another limitation is that this study was conducted before the widespread use of atypical antipsychotic medications. At the time, however, it was unknown that atypical antipsychotics would be associated with a reduced risk of TD, and this should not have influenced disclosure or documentation. During the conventional antipsychotic era, informing patients about TD and recording consent in the health record had been recommended. Finally, it is unclear whether the prescribing practices and responses to questionnaires of many of the younger psychiatrists who participated in this survey have remained stable as they have aged. As such, current documentation rates may differ from those reported here.
Although less has been written about informed consent (and its documentation) for treatment with atypical antipsychotic medications, we recommend that physicians inform patients about these medications so that patients can make autonomous health care decisions and that physicians document the informed consent process in the health record. Although there has been considerable discussion and empirical examination of psychiatrists' attitudes about disclosing potential TD to patients, relatively little is known about how comfortable psychiatrists are with disclosing information about atypical antipsychotic medications. Further, little is known about patients' perspectives on the informed consent process. In addition to considering physicians' perspectives, future studies should expand on this research and consider the perspectives of patients, their families, legal experts, and ethicists.
Although signed consent forms are not routinely used for medication prescriptions and were not favoured by the psychiatrists we surveyed, there may be unique situations in psychiatry where signed consent forms may be useful, for example, when prescribing medications for pregnant women (30) . However, signing a consent form should not be a substitute for a careful, informed consent process and discussion (30) . In many treatment facilities, patients are now signing patient treatment plans as part of their ongoing involvement in their care. Even though signed consent forms or treatment plans indicate that patients have participated in a consent process or treatment plan, they should not take the place of a thorough informed consent process. Further, if the consent form cannot be comprehended, it may suggest that the information necessary for consent has not been adequately conveyed (30) . As more hospital-based physicians become involved with patients in the signing of a treatment plan, physicians' views of signed consent forms may change. It would also be informative to use alternative disclosure and documentation formats to examine patients' and families' subjective experiences of the consent process. This evaluation could inform policy-makers and physicians, ultimately leading to an improved informed consent process.
Conclusion
One of the major findings of this study was that only 63% of psychiatrists reported routinely documenting the consent process, with younger physicians being more likely to report documenting than older physicians and also being more likely to respond to the survey items. The psychiatrists surveyed did not endorse signed consent forms for the use of antipsychotic medications, a result consistent with the APA position and survey (16) . Despite several study limitations, the strengths include a large and representative sample size. Future studies will need to extend this research by examining physicians' current attitudes and behaviours regarding informed consent, disclosure, and documentation related to the newer atypical antipsychotic medications, as well as by exploring the perspectives of patients, family members, ethicists, and lawyers.
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